Bop- TPbors e g 5357 -

Camjer or Appropriale Recipient;
State of Maryland giagellan Behavioral Health
. : 800-365-50
Uniform Treatment Plan Form o 800-365-5030
{(For Purposes of Treatment Authorization) PO Box 4930
Columbia, Maryland 21046-4930

PATIENT INFORMATION PRACTITIONER INFORMATION
PATIENT’S FIRST NAME PATIENT'S DATE OF BIRTH  PRACTITIONER ID¥ or TAX 1D PHONE NUMBBR
LI CE L T | REREREENEN
MEMBERSHIP NUMBER PRACTTTIONER NAME, ADDRESS & PHONE

]

AUTHORIZATION NUMBER (If Applicable}

HEENEEEERERRERRERENNRRER

Date Patient First Seen For —_’ ] ]!l ] l"! I I ’
This Episode Of Treatment 2.

Have you communicated with the PCP/other refevont health care practitioners about treatntent? O Yes O No

DSM-1V MULTIAXIAL DIAGNOSIS (PLEASE COMPLETE ALL FIVE AXES)
AXIS T Dx Code [:[D [D Dx Code D:D .

AXISTI Dx Code E[:D . D:]

AXISHI Does the patient have a cwrrent general medical condition that is potentially relevant to the understanding or management of
the condition(s) noted in Axis { or [1? O No O Yes
AXISTV Severity of current psychosocial siressors
O None O Mild O Moderate O Severe

AXIS V: GAF Score  Highesl Past Year I___D At Drst Session I:D Cusrent [:D

Current Medieations (if not applicable, no response is required)

O Anti-psychotic O Anti-anxiety O Aunti-depressant O Psycho-slimulant O Injectables
O Hypnotic O Non-psychotropic O Mood slabilizer/Anti-convulsant O Other
Symmptoms
Pleasc rate the patient’s current status on these symptonis, if applicable. 1 not applienble, no response Is required.
ldeation  Plan Prior None Present  Absent
Altempt
Suicidal ideation O O o] 0] Self-injurious behavior O 0
Homicidal ideation 0 O o} o Substance use problems o 0

Aunthorization Request Details

Complele this section only if @ second CPT is needed.

o LILTICICT eI en DI el

Freguency {once a week, etc.): ; Frequency {once a week, ofc.):

Requested Start Date of Authorization: { ¥ Requested Start Date of Authorizalion: / /

Signature of |

praciitioner: ! } i ! ! ] [ / ] ] l l
Date

My signature aftesls that I have a current valld license in the state fo provide the requested services,




& Hez!!* Net Company ™

October 15. 2010

RE: IMPORTANT CHANGES REGARDING MHN'S O

Dear Practitioner.

As pari of MHN's continuing efforls to IMprave

UTBATIENT MANAGEMENT PROCESS

the quality anc effectiveness of our services. and

e

5 meel (he Bxpectations of the new F ederal Parly 1aw. AR S Todrfying its Outpatienl™ ™~

Manageinent process.

Selve 0715710, MHN Is inroducing two major changes [0 the

managerment process of outpatient office base

4 treatment covered under Managed Care benefits.

1. Efimination of Reauthorization Progess
2. Introduction of New Regisiration Process

Elimination of Reauthorization Process:

Praclitioners wilt no lon

forme. Practitioners are expec

ger need 1o obtam reauthorization in order to continue treatment by
submitiing a Regues! for Reauthorization (RFR] form o Qutpatient Treatment Request (OTR)

as possible to meet therr clinical needs

MHN will continue to manage outpalient care f
managemenl process to monilor each praclitio

may be contacted by a

appearslobe a marked variance fro

Clinical Care Manager

ted lo continue to treat MHN members as efficiently and effectively

aceived by its members by engaging in a quality
ner's overall praclice. Practitioners on occasion
from MHN to discuss individual cases where there

m the standards of cate. tis MHN's goal in this process 10

ensure our members receive clinically appropnate ireatment consistent wath the applicable lerms

of coverage.

Etigibility status is subject 1o

change due l0 8 variaty of possibie ¢ircumstances {i.e., termination

of employment. elective change of benefit plan ) Practitioners should monitor member efigibility
and ensure that members have advise them of any changes. Practutioner queslions about
eligibility may be directed to the Member Service team fistes on the back of the patent's 1D card.

introduction of New Registration Process.

Registration is different than prior authorizali

on because access to care 1S facilitated through the

registralion process. This is a notification 1o MRN of treatment. not a request 1o treat a member.

Practitioners will no longer rec

Members and/or practitioners are strong

by contacting the Member Service team &t the

member's identification gar

process Is required ang penaliies may be appl

ewe authonzation ielers

ly encouraged to register their treatment of new members

Lol free number indicated on the back of the

d. For pians that are not subject to federal partly law. the registration

ied if there 1s a favlure lo regisier care with MEHN.

Registration of lreatment by contacting MHN will accomplish ihe following.




District of Columbia
Release of Mental Health Information for Outpatient Mental Health Treatment
This form is designed to authorize the disclosure of the menta! health information listed below by the
individual practitioner to determine entitfement and payment of claims for reimbursement. It is nat to
be used for in-patient or partial hospitalization,

Carrier or Appropriate Regipient:
Magellan Behavioral Health
Fax: 800-365.5030

- or -
PO Box 4930
Columbia, Maryland 210464930

CLIENT INFORMATION
CLIENT'S FIRST NAME CLIENT'S DATE OF BIRTH

PRACTITIONER INFORMATION
PRACTITIONER ID¥ or TAX ID

PHONE NUMBER

JUITTITIT]

NENRERERRRNRRNNnliannnln
AUTHORIZATION NUMBER (If Applicable) !

MEMBERSHIP NUMBER

NEERRRNRRRENERRNERERNRENE

?

_l Dito Client First Seen For
Status? O Voluntary O Tnvoluntary T T

*DSM, ICD or Othier Recognized Code

PRACTITIONER NAME, LICENSEA, ADDRESS & PHONE
{Fax optional)

me—.. | LTV

MULTIAXIAL DIAGNOSIS CODE* (PLEASE COMPLETE ALL FIVE AXES)

Current Medications and prescribing practitioner (if
applicable):

wst oeewe [TT][T] < [T [T]
AXISH  DxCode [:D:} . [D
AXIS I
{ifrelevant)
AXIS IV Severity of current psychosocial stressors
O None O Mild O Moderate O SBevere
AXIS V: GAF Score  Highest Past Year Current

Reason for Continuing Treatment and Treatment

Goals:

Prognosis (limited to estimated duration of
treatment):

Authorization Reguest Details

Modality of treatment ma ybe conveyed via CPT code or by describing in the field provided below,
(Modality examples: individual Dsychotherany, sroup psychotherapy, medication management)

CPT

coae LI S

Frequency (once 8 week, efc.):

CPT

Frequency {once a week, ete.):

Requested Stan Date of Authorization: { /

]

Complete this seciion only if a second CP TiModality is needed,

coie I g

Requested Start Date of Authorization: / /

Signature of Client
~or-

Signatwe of
practitioner®:

*My signature atiests that 1 have consent from the CHent to release this {nformetion.

Client’s Consent: By signing below, | agree to share this information with the designated 3* party payer (administrator). [ afso understand that, “The umsuthorized
disclosure of mentzl health information viofates the provisions of the District of Cotumbia Mental Health Information Act of 1978, Disclosures may only be made
pursuant ta a valid authorization by the Client or as provided in Titles IHand IV of that Act. The Aect provides for civil damages and cHminal penalties for violations.”

Date:

Date;




Initial Wellness
Assessment (Adult)

eryb : : through United Behavioral Health {UBH} or U.S. Behavioral Health Plan, California {USBHPC} is asked 1o complete
this brief questionnaire. It witl help us measure whether the services were helpful in meeting your needs. Please answer each item as best you

can, based on how your are feeling taday. we encourage you to discuss your answers with your clinician. That way. together you can achieve the
best possible sesulrs, '

We may review your answers to see. if we can offer you additional fesources o support. We may also review yous answers with your clinician if
we believe that will help you.

We respect your privacy and confidentiality. Your answers will not be tevealed 16 your employer or health plan,
Your response is very important to us. it is one of the best ways we can understand your concerns and help you get the assistance you need.

While we urge you to complele this guestionnaire, You are not required to do so. This questionnaire will not affect your eligibility for services
through UBH or USBHPC,

If you have any questions about this questionnaire, please call the number on the back

of your enrollee identification carg,

lds are jequited)) 00 m e

First Last
Name: Name:

Male
Date of Birth: / / Gender: Female Subscriber 1D: J

T Please indicate the PRIMARY problem that has led you to seek help today.

Q Depressed mood O Relatienship/family problems Q General stress
Q Anxiety or worry Q Occupational problems O Physical health problems
Q Grief of loss O Substance use problems Q Other emotional/psychological problems

Hetal  ARtE

AT ey

2. How much have the problems which have led you to seek help bothered you
in the past 30 days/

o
O
o
O
O

3. in the past 30 days, to what extent have the problems which led you to seek
help interfered with your:

a Family life O O 0 O <
b. Social life 0 Q 0 O O
€. Work, schoolwork, or housework O O Q O O
d. Health and physical well-being O 0 Q O O
4. Foliowing are probiems or complaints that people sometimes have.
For each problem please indicate how much that problem has bothered N T —
oS e | Mogoneny CQuite S Extemely

or distressed you during the past seven days, including today. bothored bathered b ‘Buthered < binherid:

a. Nervousness or shakiness O O O O O
b. Feeling lonely Q 0 O Q o
¢. Feeling sad or biue O O O O O
d. Your heart pounding or racing 0 O O O o
e. Feeling hopeless about the future O O 0 O O
f. feeling everything is an effort O O O O Q
8. Spells of terror or panic Q O 0 0O QO
h. Feeling so restless you couldn't sit still Q O 0 o) O
i Feelings of worthlessness O O O 0O 0O
j. Feeling suddenly scared for no reason Q Q O Q O
k. Feeling no interest in things O O O o O
e 2 Please continue on the next page (1 of 3)

nitiaf Weltness Assessment fAduli)




Your Name {please print):

3. Please tell us how much you agree with the following three statements:
a. | feel good about myseif,
b. I can deal with my problems.
¢. | am able to maintain control over my fife.

6. Are you currently employed? (if yes, please praceed 10 question 7 befow.
11 ng, please skip 1o question 11 balow.

7. During the past 30 days, how many days were vou unable to work because
of your physical or mental health?

8. During the past 30 days, how many days did you work, but had to cut
back on how much you got done due to your physical or mental health?

9. Are you recewving, have you filed, or are you considering filing for disability benefits
or workers' compensation? (Your answers will he kept completely confidential)

10. Are you having any recent problems at work?

11. Are you caring for someone in your family who is ill or disabled?

12, In general, would you say your health is:

¢ . Qe D

rathicned Yy

13.In the past 30 days, how much have you been bothered by physical pain?

14. Do you now have a serious and/or chronic medical condition
such as diabetes, cancer, heart disease, asthma, or rheumatoid arthritis? O O

i yes, please indicate the medical conditions)

15.In the past six months, how many times have vou seen a medical doctor
or used other medical services?

6. Have you had a drink or used drugs in the past 30 days?

{tf ves, please proceed to question 17. ¥ no, please skip ta question 23.} o O
7. tnthe past 30 days, have you ever felt you ought to cut down on your
drinking or drug use? O o
18, In the past 30 days, have people annoyed you by criticizing yow
drinking or drug vse? o o
19. in the past 30 days, have you ever felt bad or guilty about your drinking o o
ar drug use?
20. In the past 30 days, have you ever had a drink or used drugs. first thing o o
in the morning to steady your nerves or get rid of a hangover?
21. How many days in the past week did you have a beer, glass of wine,
mixed drink, or shat of liguor? [: Days
22, On a typical day when you have had a drink, how many glasses, (Eater & of glasses, boities.
bottles. cans. andfor shots do you drink? cans, andfor shots)

Please continue on the next page {2 of 3)

i Wellness Agsessment {Adull)




Your Name {please print);

23. Please tell us how much You agree with the following statéments
regarding UBH/USBHPC:

a. The information and resources | received were ysefyl, O o Q O O
b, My calls were answered in a reasonable time. O o) O Q O
¢. | received information | requested in a reasonable time. O O 0 O O
d. The staff were helpful, O O o] O O
€. If the need arose | would use these services again, O O 0 O O
24, Please tell us how much YOu agree with the foltowing statements regarding
finding o chinician:
3. Fwas satisfied with my experience of finding an available clinician. O o Q Q Q
b My dirst appoiniment with a clinician took place within an acceplable timeframe, o o O O
23. We would like 10 see how well we serve different ethnic groups. Please tell us the ethnic group that you identify
with most:
© White, non-hispanic O American Indian or Alaska native O Other ethnic groups
O Airican American of Black O Asian or Pacific Islander Q Do not wish to disclose
O Latino or Hispanic O Multiple ethnic groups

26. 1 order for us to measure the helpfulness of our services 1o you, may we mail
you a brief Follow-up Wellness Assessment in a few months?

Thank you for taking the time to complete our Wellness Assessment,
Please review your answers with your clinician,

ase print, Al fields are Feqired,) T

Clinician Name
First f Last

Name: | Name:

Phone ( ) Authorization E I
Number: Number;

Date assessment given o client: [D/I:D/m

if your client did pot agree to complete the assessment, please initial here

NOTE: You must submit this form to UBH/USBHPC (o notify us of treatment, whether your client chose fo
complete it or not. Please be sure the client information on page 1 is complete before you do se,

{ Reviewing your clients responses helps enhance treatment planning and assess outcomes,
/ Please indicate that vou have reviewed the responses with your client by initialing here
| Please retun this torm 1o UBH/USBHPC: Toll-free fax: 1-800-864-8120

’ ' Mail: UBH/USBHPC, ATTN: BHS-Weliness Assessment
PO Box 601520
San Diego, California 92160-1520

- Note: Blank copics of this form may be photocopied for use with otherclients, oo

fratial Wellness Assessiment 1Adul)

Tiog {3 of 3}




B ALERT® Wellness Assessment - Youth ]

Completing this brief questionnaire will help us provide services that meet your child's needs. Answer each
question as best you can and then review your tesponses with your child's clinician. Shade circles like this @

Child's Last Name First Name Child's Date of Birth; (mm/ddAvy)
, / /
Subseriber ID Authorizasion #
Clinician Last Name irst Teday's Date: (mm/ddAy)
; / /
Chimician [DfTax ID Clinician Phone State
- MRef QO

Visit#:Olor2 O35 O Other
Relationship to child: O Mother O Father O Stepparent O Other Relative O Child/Seif O
L Farquestions 1-21, please think ihoit yeur experience

_ Other
dhe past weeh,

Fill in the circle that best describes your child: Never Somelimes Often

i. Destroyed property O C O

2. Was unhappy or sad O O O

3. Behavior caused school problems O @) O

4. Had temper outbursts O O O

3. Worrying prevented him/her from doing things O O O

6. Felt worthless or inferior O O O

7. Had trouble sleeping O @) O

8. Changed moods quickly O O O

9. Used alcohol O O O

F0. Was restless, trouble staying seated O O O

I'1. Engaged in repetitious behavior @) O O

12. Used drugs O O O

13. Worried about most everything O O O

14. Needed constant attention O @ O
How much have your child's problems caused: Not at All A Little Somewhat A Lot
I5. Interruption of personal time? O O O )
16. Disruption of family routines? O O O
17. Any family member to suffer mental or physicai problems? O O ®) 'S
18. Less attention paid to any family member? O O ®) O
19. Disruption or upset of relationships within the family? O O o) O
20. Disruption or upset of your family's social activities? O O 'S O
21. How many days in the past week was your child's usual routine interrupted by their problems? D Days

Answer the following only if this is your first time completing this questionnaire for this child.

22. In general, would you say your child's health is: O Excellent O Very Good Q Good O Fair O Poor

23. In the past 6 months, how many times did your child visit a medical doctor?ONone O1 O02-3 04-5 O 6+

24. In past month, how many days were you unable to work because of your child's problems? D:] Days
(answer only if employed)

25. In the past month, how many days were you able to work but had to cut back on D:' Days

how much you got done because of your child's problems?  (answer only if employed)
59243

. Clinician: Please fax to {800) 985-6894 Rev 2007 -




Provider EDY/CMAP ID # (Medica'd B-digit 10)

CONNECTICUT

s Ty “!!1-‘:&;
PSYCHOLOGICAL TESTING REGISTRATION FORM

PLEASE COMPLETE AND FAX TO: 1-(868)-434-7681

Nam of clnletan whe filled out this fomn CredentizisTitis
Contact numbar Ext
FacilityProddar Name Tekaphone Number

Facility/Provider Satvics Locgbion

tembar Name
Medicaid/Consumar 1DW O0B: ANDIOR SSN;

QUESTIONS:

1.
2.
3

8.
8.

RACE (optional). © American indlan/Alasksn 01 Aslan D Black/Afrlcan Americar 0O Native Hawalian/Pecific O White
ETHNICITY: Hispanic/Latine Drigin {opllonad: 3 YES 1 NO
REFERRALSOURCE: O BeifiFamtly Member O PCP/Medical Provider T Step Down infermadiate Lo
O Step Down Inpatient LOC D Other BK Provider O School O Comm, Collaborative © CT BHP ASO O DCF
C DMR O DMHAS 0 Hospilal Emergency Dept O Managad Sarvice System Q Court-ordered O Other Legal
8 Other
FIRST DIRECT SCREENING W/ MEMBER: Dats
SCREENING TYPE: OWalkin 0 Telsphone
REFERRAL TYPE: O Routine O Urgent 0 Emergant
@ If Routine or Urgent: Date Appt. Offsred: Did Member Acoept the Appointment? O YEE O NO
Dabe of first face-to-face Clindeal Evaluation:

b, If Emergan; Dais and Tima Presentad at the Clinle: DATE AW/ PM
Date and Time of Clinfcal Evaiuation: ____DATE AM/PM
AXIB £ -V (AXIS IDSM IV Diagnosis Code)
a AXISi&N
AXIS [ {circla ona: Primary, Secondary, Rule Out)
AXIS | (circis one: Primary, Secondary, Rule Oul)
AXIS I (If dofarred, phs Indioats) {elrcla one: Primary, Sscondary, Rule Quy
AXIS |l (clrcte one: Primery, Secondary, Rule Out)

b AXIS{l: O None D Adhritis £ Asthma 0 Cancar [ Cardiac Problam 01 Chrenic Paln 0 Cysti Fibrasls
Q Eallng Dizorder OIHIV O Haaring Impalrment 0 Hepatitis O Lupus O Meobiiity mpaitmant
O Neurelogleal disorder CF Obesty 0 Pregnancy 0 Post-partum [ Sickla Coll O Travmatic Beain Injury
L3 Type | Disbetes O Type Il Diabetes O Visual impalrmsnt

B Cther Axis It
¢ AXIBIV:
d. AXISV (GAF Score v & enter appropriate #) 3 0___ 01120 ____ 02130 [ 3140 -
8. ¥ 41.50 0 5160 Geadro 07180 0 81-go O9-100 _

If member nad previous behaviaral hith treatment within the past 6 mos. Selecl all that apply: [0 N/A D Mot HiR 3 Sub Abuge
Are there family members or significant others involvad n the mambsrs treaiment and racovely? O YES O NO DINA
a. Ifyes, are any of the family members/significant athers recelving their own MH or SA treatment? O YE8 {3 NO

LT nr WEE WioFuy (1204




1

=]

. Have you ebtained consent to contact
a. School YES O NO O DENIED
b, Medicsl Provider o YES QO NO 1 0ENIED
C. Pravious behavioral heaith Ireatment provider 0 Yes o o O DENED O Na
d. BH treatment provider for famlly member/slgnificant other O Yes NG O DENIED O

1

—h

- Whe Ig the lead case management crovider? [ Nope 9 DCF Case Worker 01 DCF Enhance CC

NiA

8 GC (System of Care Colcborative) 0 DMHAS Cage Manager

12, is the membar curmantly taking psychiatrie madications? 0 Yes O noO
13. s & paycHiatric medication evaluatlon or medication management visit indlsated? 0 vEes a1 NO

14. Does memper heve SoocCurming meatal health and subsiance use conditions? [ YES O NO [ NotAssesssd

15, 1f the member is invaivad with [he legal system, ploase selact al that apply

a. O.uvenlleJustice 0O NIA O Prebation £ Parole [ Other Court
16. Have you provided Information fegarding pesr support or self-halp options? O YES D no
17. Effeotive date/Start date of authorlzatlon? (EX: 63/01108): :

F R EQUIREMENTS i 88.0-17 YEARS OF AGE

18. SED (SorlouslyrSevarely Emotionaliy Olsturbed); 0 YES T NO O UNKNOWN
19. Co-Occuring Disorder; D YES (I NO O UNKNOWN

21. Within the pas! 12 mos. nas the child/youth baan: Arrested? o YES O MO O UNKNOWN
a. Suspanded/Expsliad? 0O YES 0 NO 3 UNKNOWN

LY FOR PSYCH !

Who initlated the reforral?

What I8 the referral question?

Whatis the patlent's history Intluding summary of psychosacialimedical info; treatment history; and type,

duration, and

Trequency of current servicas?

What ware the results of previous tesling inclugding dates and findings?

What Is the differsntial diagnostic quastion that the testing witl answer?

What ars the treatment options that are baing considersd?

CTORP WE WinTaz Qi1




7. What treatment declsion requires input from testing?

8. List tesl(s) planned and time required for each test. (l.e.

Rorechach 2 hours, Thermatic Apparception Tast 1 hour, ete.)

Specific Tests Plannad Hours raguired 3

CT 2R WED WinFx 0] 1%




L] s
#8)- CONNECTICUT-

CERE G ]

LEVEL OF CARE; [T Outpatient

TTTT YVVeVIAVRI UTHHP Qlintes)

if30u have

LIFST 7 Methagons Malntensnes

> 002045

CT BHP Concurrent Review/Re-Registration Manual Form
Please complete this fory @id fiee to 1-860 263 2065, Artn: Clinical-OTP Concurrent Raview,
any questions, please cafl 1 877-552-8247

| Name of pargon complating Form; ’ THIs/Crodanta); I Phonst: —i

f Faciilty/Fractitioner Namg: _lf FacilitylProvider Madicaid ID; —I}
Member name 2nd 10 % i
Frior Authorization #: L) ’ The Dals the 285 Unit was Usad: j
Indicats Dogros of Progress from previous reglstration; CiNons [T Winimal (] Roderats L) Hign _
Indicate current lsvel of stabiitty: (JINotSuble [ Somewhat Stable [ Stahts
Indlcate proximity to baseline [T Not Close o Baselina {1 Cloas to Bagsline
Currently recalving py chotroplc meds? | | Yes LINo IfYes, solecian claasfes) of meds that apaly:

L1 Antidopressant Antipsychotic  [7] Mood Blabliizer [ Antlanglety Stimulant Dm;mcribed Paln Rellaver
Has 8 documented dacision taken place with mamber {or hiathar guardfan) about ]
the effectlvanets of fraatment and Progress being made? ] Yes e |
Doss a documented goal crivnted reatmant plan exist? [J¥es [ The 1
Mambers curent symploma: (Select af thaf epp.

[ Access to waapens (] History (He) ef violence [ Kxofho
| behaviors [ Hxotsaitinjury [ K of suloidal ideation
i [ Hx of unsucessatul treatment ) Financla
Recent significant iogy

Paychiatric/SA Issus with Parenticaretaker I

(] W of ssrious sufclde attompis
[ Wedics condftton
(] Bofe carataker of famlly membar [
Separation from parent [ ] Hx of tevare neglect/abusa [ Hx. of trauma

Sulcldalideation [ Sulelds Attempt [} Disassocetive {7 Homicidal Idantion (] Physlcally Assaultive

Verbally Aggreesive Psychotle Symptams ] substance AbuseiDenend {3 selfinjurlous behsviors Iﬂnemﬂng
L] intrusive Flaahbacks Bopression Er.Elevahd Mood [ PYSOmraema [ Beh.ProblematSchooltome [ Antlety
Risk factors: (Sekoct 25 that apaly)

micldal ideation [
(3 Hx of Sexual
L] High Sub Abuge Relepse Rink

[T Paychesis
[ DCF imvelvement

Unstable housing () Lagal lssusa

Famlly violenes T JHy of explsiveimpulsiye )

Famly Bysfunction [ Other |
Entar AXIS | Diagnoels Date | AXTS1 Diagnosts Code(s) AXIS Il Diagnosts Code(s) I
'LAxts T} ! I
| XS IV AXIB Y findicete GAF Scoret-T00] |
I

Troxtment modalitles to ba used for this request? [ Tindividuai

(JFamlly "] Qroup [ [ Med Managomant

Achlsvement of currant irewtment goals by: (Enfer Dale)

[F Momber Is 18 or below, pleage coﬁp_fete ths following:

" During 80 days prior to this request for re-aithorization has;
Member been envolled In schooi? (3 Yes [T No, Graduated

L] Ne, Expsifed [ Na, Dropped Out
ImfT

! fyae: Mombar bash suspandsd from schoo)7: Yu !
Member had unaxcussd athendance olems®: [Jves [INo
Membar's behavior resutted I naw logal problams?: [ Yes No Don't Know
Any naw lagsl charges brought agalnst mambery: C]Yes § No Don't Know
-| Famlly membor baan invoivad In any peer suppord activities? L)Yes [JNo [ Not Applicabls
Mamber boan actively involved in dny organized recreational activities?: OlYes [INo Con't Know
Daes the ehlld's care plan Includo g ol of Involvement in organizad recretional activities?: Yes No Don't Know
During patt 3 monthe, have yeu communicated wi PCP or other madiesl provider?: [ yes [ JNo I
Duting past 3 months, have you communicsted wiany of the folloving ragarding ate ang treatment of Mambar?: 1
ol Yer [ 1Ho [T Child ot enialieg In schaol !
DCF Y8 [INo [7] Ghild not DSF involvad '
Probatio/Parols Yea [INo [ Nothwolvedw, Probation/Parols .

L

METHADONE MAINTENANCE

!

=ty [} i3ym [] yrs [ 8yrs

!
Services included in troatmant plan? (Jop Thoragy Cicomm, Supp. (NA/A4) [ 10PIPHP [ Jother BN Sorvloes [IPCPIMD Followup i

L What’s the uttimate treatment goal? [ Methadone




CONNECTICUT]

N
havreral

REGISTRATION FORM for Quipatient, Family Support Team {FST), Methadone Maintenance & Ambulatory Detox

Provider EDS/CMAP ID # {Medicaid 9-digit ID}

PLEASE COMPLETE AND FAX TO: 1-(866)-434-7681

Name of cliniclan who filled out this form Credentials/Tillg
Contacl number Ext:
Facility/Provider Name Telephone Numbet

Facllity/Provider Service Location

Member Name

Medicaid/Consumer ID# DoB: ANDIOR S5N:

REQUESTED LEVEL OF CARE: DoOutpatient QOFST 0 Methadone Maintenance 0O Ambulatory Datox

QUESTIONS:

1.

R

Is member being discharged from a higher level of care within your agency/practice? 0O YES 0O NO Note: (If n/a, select no)
RACE (optional): £ American Indian/Alaskan O Asian O Black/African American O Nalive Hawaiian/Pacific DO While
ETHNICITY: Hispanic/Latino Origin {optional): 0 YES G NO

REFERRAL SOURCE: (O SelffFamily Member 03 PCP/Medical Provider O Step Down Intermediate LOC

FIRST PHONE OR WALK IN CONTACT W/ MEMBER OR PARENT/GUARDIAN: Date
FIRST CONTACT WAS: 0O Walk-in O Telephone
REFERRAL TYPE: O Routine 0 Urgent O Emergent

a.  [If Routine or Urgent: What was the 1% appt. that was offered to the member:

What was the dats of the 1% appt. that was accepted by the member?
_—

If applicable, # of no-shows/cancellations prior to first appt? {indicate #)
Date of first face-to-face Clinical Evaluation:

b. I Emergent : Date and Time Presented at the Clinic: __ 4 ¢ DATE AM / PM
Date and Time of Clinical Evaluation: / ! DATE AM/ PM
10 AXIS 1~V {AXIS IDSM IV Dlagnosis Code) Axis | Diagnosis Date: _
AXIS{&1): AXIS| (circle one: Primary, Secondary, Rule Qut)
AXIS | {circle one: Prmary, Secondary, Rule Out)
AXIS I (if deferred, pls indicate) {circle one: Primary, Secondary, Rule Out)
AXIS il (circle one: Primary, Secondary, Rule QOuty

a. AXISH: O None 13 Arthritis ClAstbma{ [J Cancer O Cardiac Problem 0 Chronic Pain (3 Cystic Fibrosls
0O Eating Disarder O HIv D_Héaring Impairment O Hepatitis 3 Lupus 0O Mobility impairment
03 Neurological disorder [J Obesity 0O Pregnancy O Post-parium 0 Sickle Celi O Traumatic Brain njury
(J Type | Diabstes [ Type I! Diabetes 3 Visual impairment
O Other Axis NI
b. AXIS Iv:
C.  AXISYV ({indicate GAF Score 1-100)

11. i member hag previous behavioral hith treatment wyi the Past 6 mos, Select all that apply: 1 NJA O Mntl Hith O Sub Abuse
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12.

13.

4.

15.
16.

17.
18.

19,
20.

21,

22,

23,

24,

a. Ifyes, are any of the family members/significant others receiving their own MH or SA treatment? O vEs 0 NOo

Have you obtained consent to contact;
School 1 vES ONO 0 DENIED

Medical Provider (7 Yeg 0 NO 0O DpeNiED

Previous behavioral health treatment provider 0 YES [J NO O DENIED DO N

BH treatment provider for family member/significant other [ YES O NO 0O DENIED 0 Na

&0 oo

Who Is the lead case management provider? (3 None D DCF Case Worker 0O DCF Enhance cC
L CC (System of Care Collaborative) 3 DMHAS Case Manager

Is the member currently taking psychiatric medications? O ves O NO

Is a psychiatric medication evaluation or medication management visit indicated? 0O YES 0O NO

Does member have Co-occurring mental health and substance use conditions? OYES ONO O No! Assessed

Is the member Involved with the legal system? Please select all that apply

a. O Juvenile Justice 0O Probation O Parole 0 Other Court 7 N/A

Have you provided information regarding peer support or self-help options? YES O NO

Effective date/Start date of authorlzation? (EX: 09/91/06):
FEDERAL REPORTING REQUIREMENTS ONLY FOR MEMBERS 0.17 YEARS OF AGE

SED (Serious!yISeverelyEmotionallyD!slurbed): DYES O NOo O UNKNOWN
Co-Occuring Disorder: O YES ONO 0O UNKNOWN

Living Situation: 0O Independent Living wiSupporls [ Crisig Stabilization Residential
0 Foster Care (Therapeutic or Professional) O Foster Care (Standard) O Group Home 0O Homeless
O Jail/Correctional Facility 00 Private Residence 0 Psychiatric Residentig| Treatment Facility
[ Residential Treatment Center 1 Safe Home 8 Shelter

Within the past 12 mos, has the childiyouth been: Arrested? O YES D NGO 0O UNKNOWN
a. Suspended/Expelled? [ YES D NO 0O UNKNOWN

Aethadone Maintenance
H=lhgdone Maintenance

1.

2.

3.

Is the member currently maintained on Methadone? O vES 0 NO
a. Ifyes, how long has the member received Methadone services?
ll18mosoriess 0 Tmos—tyr 13 yrs 0 3-5 yrs B5yrs>
b. If no, what has been the duraffon of the member’s oplold use?
1 Less than 1 yr O13yrs QO35 yrs D 5yrsors>
What other services are included in the treatment plan?
a. D OPTherapy 0O Comm. Supp. (NA/AA) OO IOP/PHP O Other Behavioral Healih Services O PCP/MD Follow-up
What is the ultimate treatment goal? [ Methadone Maintenance [ Abstinence

mbulatory Detox

From what substance is the member in need of detoxification? (select all that apply) O Alcohol O Oplates 0O Benzodiazepines
Has the member had a previous detox i any setting in the past year? [ YES 0 NO

If yes, number of defoxes in the pastyear? 11 Qo 03 34+

What is the identified discharge pfan? {select all that apply) O OpP Therapy £ Comm, Supp, (NAJAAY [ IOP/PHP

{3 Other Behaviora Health Services [ Methadone Services O PCP/MD Follow-up

Pleas? note: iIf Axis | s Deferred (799.0 or V71.09) only ona (1) unit’day witt he authorized for Outpatient teve) of care. It will be necessary fo
submit a new Registration Form with the actual diagnosis to recelve authorization for thg additiona) units, Deferred Diagnosis NOT accepted for
Family Support Teams (FST), Methadone Maintanance or Ambulatory Detox,
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